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Converting the nursing home institutional model to a model of person-centered
care for the purpose of improving nursing home quality has gained interest since the
Omnibus Reconciliation Act was passed by the Federal Government in 1987. In the
past, emphasis on providing a safe and healthy environment made it challenging to create
a home-like environment for residents. Recently, however, several design initiatives
have emerged radically changing the culture of the traditional nursing home to one
focused on person-centered care designed creating a home-like environment and
increasing the quality of life of residents. Three such initiatives were examined in the
present study: the Eden Alternative, the Quality of Life Project, or the Nursing Home
Quality Initiative. Specifically, it was hypothesized that nursing homes in Nebraska
implementing a quality of life initiative, defined as the Eden Alternative, the Quality of
Life Project, or the Nursing Home Quality Initiative, would result in greater satisfaction
among nursing home residents, staff members, and family members, relative to nursing
homes that did not employ these initiatives.
Using a non-experimental (posttest only) design, 49 nursing homes responded to a
mail-out survey designed to assess satisfaction in each group: 24 in the intervention
group and 25 in the comparison group. Satisfaction was assessed using Vivian Tellis-

Nayak’s Customer Satisfaction in Long-Term Care: A Guide to Assessing Quality (2003).
These instruments assess satisfaction among three important constituencies: nursing
home residents, staff members, and family members with multiple dimensions of
satisfaction assessed, along with a global measure of satisfaction for each group.
Although satisfaction was uniformly high across all domains, there were no
statistically significant differences observed between the nursing homes employing the
quality of life initiatives and those not employing them on any of the satisfaction
measures. The null findings are consistent with those reported in previous studies in
other regions and have implications for consumers of long-term care services.
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Chapter 1
Introduction
A demographic shift in the age makeup of the United States from a younger
(14 years and under) to an elderly (65 years or over) population has placed increased
emphasis on the quality of nursing home care. This “graying of America” is well
documented (Estes, 2001). In 2010, an estimated 40 million people age 65 and over will
live in the United States, and by 2050, this number is projected to reach an estimated 88
million. The oldest old cohort (85 years or over) are estimated to be 5.5 million in 2010
and is expected to reach an estimated 19 million by 2050 (Vincent & Velkoff, 2010).
One of the most vulnerable population groups of older Americans is the
1.3 million elderly and disabled nursing home residents who can no longer live at home.
This group is expected to continue to increase with the aging of the baby-boomers, along
with the cost of their care. The rapid aging of the older population, researchers fear, will
leave insufficient resources to meet the needs of the increased number of the oldest old
with more health and disability needs, and major groups that are defined by gender and
race (Estes, 2001, p. 140).
Rising expenses of nursing home care are of increasing concern not only to
residents but to owners, managers, and administrators. Out-of-pocket costs for nursing
home care will continue to rise as the 65+ age population in the United States continues
to grow, increasing the need for nursing homes to provide a high quality of care and
satisfaction levels necessary to retain current residents and draw in new residents.
Approximately 1.4 million residents lived in 15,531 certified nursing homes in the
United States, and 12,332 residents lived in 2,315 nursing homes in Nebraska in 2008
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(Kaiser Family Foundation, 2008). Nebraska’s nursing home rates average $156 daily
with an 83% daily occupancy rate. Ten percent of the 242,000 Medicaid recipients in
Nebraska are aged 65 and older. Currently the state spends 82% of its Medicaid longterm care budget for nursing home care and 18% on home- and community-based
services for the elderly and disabled adults (Gibson. Fox-Grage. & Houser, 2009, pp. 44,
66). Thus substantial public financial resources are devoted to institutional care.
Three types of homes for the elderly can be traced back to the early nineteenth
century. Churches or special interest groups established homes to support those in need
who could pay for the service. Private homes were established by charitable
organizations to assist elderly persons without family or a limited income. As the health
care needs of the elderly residing in these facilities increased, nursing care was added,
and these institutions evolved into nursing homes. The passage of the Social Security
Act in 1935 provided older persons with a small, consistent income source. This enabled
the elderly to be more independent and selective about a place of residence. Almshouses
or poor farms existed until the mid-1950s (Koff & Park, 1999). Although associated with
poverty or abandonment, these served impoverished or undesirable persons by removing
them from the mainstream of society.
Images of long-term care, especially nursing homes, are formulated from stories
and experiences acquired early in life and persist throughout a lifetime (Thorson, 2000).
A qualitative study conducted by Hammer (1999) of alternative care settings, including a
nursing home, revealed themes including privacy, respect, security, affection,
commonality, autonomy and significance describing a home-like feeling. Typically these
are not the feelings associated with a nursing home. Thomas (1996) says nursing homes
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are isolating facilities with fixed schedules and little allowance for personal choice unlike
home. An individual’s quality of life living in a nursing home is enhanced by
maintaining a connection with the real world.
Three major pieces of legislation were passed in 1965 expanding the role of the
federal government in programs serving older Americans including the Older Americans
Act, Medicare, and Medicaid. Thus the federal government became a factor in areas
once considered to be exclusive to the private sector or state or local government (Koff &
Park, 1999, p. 53). Programs for the elderly were expanded considerably with the
passage of the Older Americans Act in 1965. Medicare was created as a hospital, nursing
home, and home health insurance plan financed by a new trust fund. A comprehensive
health care program, Medicaid, was established for the poor (Koff & Park, 1999, p. 201).
Current aging policies have been under criticism since the passing of these pivotal
legislative pieces. The quality of nursing home care of the elderly is a continuing subject
of concern since federal and state governments started investing large quantities of public
monies in financing long term care in the mid-1960s (R.A. Kane, 2001). Nursing homes
came under great scrutiny in the 1970s when the media headlined reports on cases of
substandard care. “The public’s reaction to this media outcry by politicians was
regulation and enforcement systems. Up to this event, nursing homes were fairly free of
government enforcement, did little to gain public support, customer service, self-policing,
and professional development,” states Tellis-Nayak (2003, p. 3).
One key piece of nursing home reform legislation was the Omnibus Budget
Reconciliation Act (OBRA) passed by Congress in 1987. The three primary provisions
of this act established the following Federal standards: (a) requirements for the providers
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participating in the federal health programs, (b) survey and certification processes in
determining compliance with the participation requirements, and (c) stricter sanctions and
enforcement procedures to address compliance (Grassley, 1999; Shankroff, Miller,
Feuerberg, & Mortimore, 2000). OBRA was the federal government’s approach to
improving the quality of nursing home care.
The Nursing Home Reform Act stressed the physical, mental, and psychosocial
well-being of each resident and increased government regulation as a strategy to improve
quality care (Winzelberg, 2003). The Health Care Finance Administration (HCFA),
which is now the Centers for Medicare and Medicaid Services (CMS), was responsible
for the survey and certification of facilities providing healthcare to Medicare and
Medicaid recipients. Contracted agencies at the state level now perform the surveys,
certification inspections, and recertification.
The 1996 Appropriations Act required HCFA to study and report to Congress on
the effectiveness of the current survey and certification procedure, and it was reported
that more needed to be done (Shankroff et al., 2000). Despite improvements, reports
from the General Accounting Office in 2000-2002 indicated signs of poor quality care
while government oversight continued (U.S. General Accountability Office, 2005).
“Arguably, however, positive strides in quality of care have occurred since the
1987 Nursing Home Reform Act. It seems counterproductive and unnecessarily
polarizing to deny these strides,” states R.A. Kane (2003, p. 297). Some of these changes
include reduction in the use of physical restraints, involvement of nurse practitioners, and
use of geriatric medicine to some degree. HCFA was required to develop and mandate
the use of a standardized assessment instrument, the Minimum Data Set (MDS), for the
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purpose of facilitating care management in nursing homes and the tracking of provider
quality improvement efforts (Zimmerman, 2003). By 1998, the MDS quality indicators
were used by all state inspections of nursing homes accepting federal funds. The qualityof-life indicators incorporated into the original MDS were health-related measures (i.e.,
disease specific), which stress quality of care (Kane, Kling, Bershadsky, Kane, Giles,
Degenholtz, Liu, & Cutler, 2003).
Early research and writings on nursing home culture change and improving
quality of life uphold a common theory that a change in the relationship between staff
and residents is critical to change in the nursing home culture. Transforming the nursing
home institutional model of care to one of person-directed care requires significant
organization, planning, time, and resources. In addition, the total transformation changes
an organization’s values, structures, and practices.
The Personalized Care Model developed by Nicholson in 1979 was one of the
first systematic programs for institutional change that proposed changes in the
relationship between care providers and care recipients (Nicholson, 1983). This program
marked a departure from the medical model of care. Staff would undergo role transitions
if the nursing home were to care for the “whole person.” Institutions for the Aged written
by Bowker in 1982 contains some of the most comprehensive recommendations for
reform, especially those that treat the residents and care providers as equals in an “I-thou”
relationship. Judah Ronch (2004, pp. 61-63) states that current supporters of nursing
home reform argue that improvement will only come about when the life of a nursing
home resident is like life in the real world (p. 61). Institutions must move away from a
service delivery model and focus tasks on the needs of the individuals.
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Another pioneer of culture change is the Teresian House in Albany, New York
that was established and operated by the Carmelite Sisters for the Aged and Infirmed in
1974. A transformation to collaborative resident-centered care throughout the entire
facility was initiated in 1995. Prior to starting this process, the nursing home was
described as a sterile environment with no warmth. Staff were task driven and organized
around delivery of care, some residents were restrained, and large nursing stations were
centrally located. In 1991, the evaluation process started when the residents, families,
and staff were surveyed. In addition, the organizational structure was evaluated, the
mission and goals redefined, and the strengths and weaknesses of multiple aspects—such
as the physical structure—were evaluated. Many transformations were based on the
outcomes of this process. Typical nursing stations were transformed into neighborhoods
with household kitchens, dining areas and family rooms. Now meals are eaten family
style. Staff has consistent assignments allowing them to develop strong caregiving
relationships with the residents. Personalized resident-centered care plans are developed.
The strong person-centered values in this unique home-style arrangement have reduced
staff turnover by 10% (Culture change, n.d.; Misiorski, 2003).
Defining culture change remains a challenge. The literature describes the term as
a transformation process within a nursing home going beyond the superficial changes to
an inevitable examination of attitudes and behavior, and a slow and comprehensive set of
fundamental reforms. Rahman and Schnelle (2008, pp. 142-143) traced the ten-year
development of the culture-change movement from its origin. This overview provides
for a proposed research agenda to strengthen the movement’s empirical base, there by
facilitating culture-change interventions as well as helping the movement navigate the
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next step in its evolution. Historically, the culture change movement was born in 1997
following the initial meeting of the Pioneer Network. In their article, Rahman and
Schnelle identified two primary models of culture-change, although established prior to
1997, the Eden Alternative and the Wellspring model. The Eden Alternative advocates
that residents interact with children, pets, and plants to combat boredom, loneliness, and
helplessness; and the Wellspring model focuses on clinical quality improvement and
environmental culture.
During this period culture-change models were not routinely evaluated. Leaders
in culture change were not measurement oriented, opposed to evaluation, or assumed
evaluation was not necessary because some initiatives were so impressive (i.e., replacing
white towels with colored towels). Some culture change initiatives have a long
incubation period that makes measuring any effect difficult. In addition, evaluation is
more probable if a clear definition is established. Until CMS endorsed the culture-change
movement in 2005, the movement was still struggling to get established in the nursing
home industry. CMS directed the state Quality Improvement Organizations, in their 8th
Scope of Work, to work with nursing homes to improve organizational culture (as cited
in Rahman & Schnelle, 2008, p. 143). In the three years following this directive from
CMS, the culture-change movement has gained momentum and increased funding.
Until consensus is reached on what is good or acceptable quality of life for
consumers, long-term care providers, as a group, are at risk of being the scapegoat for
being unable to bring about universal happy endings, hesitant to be creative in problem
solving, and too fearful of making mistakes (R.A. Kane, 2003).
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Vivian Tellis-Nayak’s (2003) publication Customer Satisfaction in Long-Term
Care: A Guide to Assessing Quality was selected to provide direction to this study.
Tellis-Nayak presents compelling research to show why long-term care providers should
develop or select quality initiatives around the input of the residents, staff, and family
members. He provides evidence that customer satisfaction has a direct relationship to
care, quality of life, staff retention, and financial performance. And, finally, he provides
models, guidelines, and resources to begin measuring and improving customer
satisfaction.
Measuring client satisfaction is one method of assessing the impact of culture
change in a nursing home using the right survey instrument and asking the right questions
(Peak & Sinclair, 2002). The satisfaction of nursing home residents, family members,
and staff are the most relevant and crucial. These three groups of stakeholders have
different points of view and concerns.
R.A. Kane (2003) states that older people want to avoid living in a nursing home,
and family members want to avoid the guilt and anguish when they see no other choice
but institutionalization. Typically, individuals do not want to think about living in an
environment that requires adapting to a controlled lifestyle with limited choices and
schedule options with constraints. To illustrate this fact, Mattimore et al. (1997) reports
on the results from the “Study to Understand Prognoses and Preferences for Outcomes
and Risks of Treatments,” which indicated that approximately 30% of a sample of 3,262
seriously ill older persons would rather die than go to a nursing home.
In 2002, the first in-depth evaluation of the Wellspring model was published.
Improved quality outcomes were found based on interviews and observations. The
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results also revealed better staff retention rates, and lower turnover rates. Similarly, the
Eden Alternative conducted a few small-scale studies. A major contribution was the
collection of articles about culture change published in 2002 in a double issue of Social
Work In Long-Term Care. Articles in this collection included opinions, case studies, and
some qualitative and quantitative test results on different aspects of culture change
(Rahman & Schnelle, 2008).
Nursing homes across the country were excited about the philosophy and values
of culture change (Misiorski, 2003). A group of 33 long-term care professionals met in
Rochester, New York in 1997 to discuss new approaches to change the traditional nursing
home medical model to an environment embracing the safety, comfort, and pleasures of
home. From this meeting, the Pioneer Network was created and continues to grow in its
dedication to the culture change movement, redefining the way care for the aging is
viewed in the United States. Staff members are usually the quality-of-life reporters in
nursing homes. Sometimes family members make reports, but the two are not commonly
put together. Resident observations by proxies, who can be staff members or family
members, are subjective and not always accurate and factual.
ViTel Research conducted a national study in 1999, sampling responses from
residents, resident families, Medical Directors, Nursing Home Administrators, Directors
of Nursing, and Certified Nursing Assistants to determine how each group characterized
an excellent nursing facility. Each respondent was asked to select the most important
feature of a good long-term care facility from 11 indicators on checklists that the Health
Care Financing Administration (now CMS) made available via their website.
Respondents were encouraged to add their own. Four of the five groups identified the
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following five quality-of-life indicators as the most important characteristics: warm staff
interaction, cleanliness, choice in daily routine, choice in food, and resident grooming
(Tellis-Nayak, 2003, pp. 3-4).
Publicizing nursing home quality information was initiated in 1998 with the
development of the Medicare Nursing Home Compare website and received a boost with
the 2002 Nursing Home Quality Initiative, both directed by the Federal Government.
Stevenson (2006, pp. 1-2) focused on three constituent group responses in different care
settings: consumers, providers, and purchasers. He identified several challenges nursing
home reporting must overcome to be successful. In his conclusion (Stevenson, 2006,
p. 1) reported nursing home quality measures will be more difficult than for acute care
settings, where results have been disappointing. Also, he evaluated the impact on nursing
home occupancy rates created by publicizing quality information on the Nursing Home
Compare website since its release. After conducting his study using a pre/post-release
design, Stevenson (2006, pp. 1-2) reported,
that some estimates of effect are statistically significant in the hypothesized
direction; the effect of public reporting was minimal on nursing home occupancy.
Further investigation is needed to determine if the absence of effect is specific to
the Nursing Home Compare website or the larger challenge of reporting quality
information to promote change in the nursing home industry.
White, Newton-Curtis, and Lyons (2008) conducted a research study to develop
test items to identify measures of person-centered care in long-term care. The literature
review identified five areas related to person-directed care, including: (a) individuality,
(b) comfort care, (c) autonomy, (d) knowing the person, and (e) support for relationships.
The outcome was the development of measures for the Person-Directed Care and
Environmental Support for Person-Directed Care assessment tool. This 64-item
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assessment tool was distributed to 430 direct-care workers and nursing, administrative,
and other staff at eight long-term care settings in Oregon. The outcome of the study
revealed five person-directed care constructs, listed previously, and three environmental
supports constructs: (a) support for work with residents, (b) person-directed environment
for residents, and (c) management/structural support. This tool is expected to be useful in
evaluating successes in meeting person-directed care goals, prompting more research on
person-centered care and its effect for resident and client outcomes.
The purpose of the current research was to (a) examine the satisfaction level of
residents, staff, and family members of a nursing home implementing a formal quality-oflife initiative or not; and (b) add to the body of knowledge and theory base concerning
culture change in nursing homes. Individual survey instruments were developed to assess
the satisfaction level of three nursing home constituencies: (a) the residents living in a
nursing home, (b) staff persons employed at a nursing home, and (c) family members.
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Chapter 2
Review of Literature
To understand the value of this research, four areas were included for the
literature review: measuring nursing home culture change, measuring nursing home
quality, measuring client satisfaction (residents, family members), and measuring nursing
home staff satisfaction.
Measuring Nursing Home Culture Change
Various instruments measuring culture change in nursing homes describe desired
outcomes of culture change models and practices, they do not demonstrate consistent
validity, and they produce limited evidence in their results.
“Culture change is a simple concept valuing choice, dignity, respect, selfdetermination, and purposeful life. It is transforming the way we care for elders across
the nation who are in need of long-term care,” states Bonnie Kantor (2008, p. 1). The
value and well-being of every person comes before the task, and the voices of the client
and the staff working with them are respected and considered.
Two national surveys provided important benchmarks for evaluating the progress
of transforming nursing home culture in the United States. A national survey was
conducted by Doty, Koren, and Sturla (2008) of 1,453 Directors of Nursing. Results of
the study found that residents of nursing homes embracing culture change enjoy the
privacy and choice they experienced living in their own homes. One third of the
respondents described their nursing homes as culture change adopters completely or
partially immersed in culture change of person-directed care. One fourth described their
nursing home as culture change strivers committed to adopting culture change but do not
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fit the definition of person-centered care or culture change. The remainder were
described as a traditional nursing home not described by either definition or the
leadership is not very committed to culture change. However, whether nursing homes
can consider themselves culture change adopters is questionable if 47% of them are not
allowing residents to determine their own schedules, a basic practice for resident-directed
care.
The second of these national surveys was conducted by the Colorado Foundation
for Medical Care (2008) under contract with CMS. A national survey of 37 facilities
known to have implemented culture change practices was carried out. Over 90% had
implemented system-wide culture change.
A comprehensive literature review on the measurement of nursing home culture
change of the PubMed and Ovid databases was conducted by the Colorado Foundation
for Medical Care (2006) under contract with CMS. The primary objectives of this special
project were to provide information about the quantifiable assessment tools available to
measure culture change, identify the differences and similarities, the identification of
some commonly measured practices, and to measure the impact of those practices on
clinical and workforce outcomes. A definition of culture change to be used for long-term
care was to be developed by an organized panel of experts. Six culture change constructs
were identified: (a) resident directed care and activities; (b) home environment; (c)
relationships with staff, family, resident and community; (d) staff empowerment; (e)
collaborative and decentralized management; and (f) measurement-based continuous
quality improvement processes. The panel identified eight measurement tools that they
cross referenced with the six constructs, previously mentioned. Five key practices were
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identified in the eight measurement tools: (a) restoring dining choices, (b) assisting
residents in determining their own daily schedules and care plans, (c) committing to
consistent staffing, (d) involving staff in care planning and care conferences, and (e)
promoting staff development and empowerment. Twenty of the 25 culture change
practices have documented evidence of a relationship with one or more of these outcomes
: (a) pressure ulcers, (b) physical restraints, (c) depression, (d) pain, (e) incontinence, (f)
rate of transfer to acute care, (g) medication safety and adverse events, and (h) workforce
outcomes.
Some specific results revealed the following insights: (a) beliefs, experiences, and
expectations may vary between residents, family members, staff members and/or
management; (b) a variety of audiences may be necessary to study culture change
implementation; (c) the measurement of culture change requires differing approaches to
gathering objective data (e.g., surveys, interviews, and/or observations), with tools
varying in their mode of implementation, such as web-based, mailed, or selfadministered; and (d) further research would be needed to determine the impact of culture
change practices on clinical and workforce outcomes (Colorado Foundation for Medical
Care, 2006).
Additional research to measure nursing home culture change practices was
developed and tested by Mueller (2007). This instrument, Components of Nursing Home
Culture Change Survey, developed from a review of four culture change instruments and
choosing items from these instruments that aligned with the six components of nursing
home culture change: (a) physical environment, (b) care processes, (c) resident
involvement, (d) dining practices, (e) organization of care/staff empowerment, and
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(f) administrative support. Twenty Directors of Nursing from select nursing homes and
13 Directors of Nursing from non-recommended nursing homes completed a 64-item
assessment instrument. Significant statistical differences were found in each of the six
components of culture change. The select nursing homes were more likely to engage in
the key culture change practices. This test demonstrated the ability to discriminate
between nursing homes involved or not involved in culture change practices, provided
evidence of construct validity, and showed that this instrument could be used to evaluate
nursing home culture change practices.
To measure person-directed care, White et al. (2008) developed and tested a
measurement tool through the Better Jobs Better Care demonstration program funded by
the Atlantic Philanthropies and Robert Wood Johnson Foundation. Five central
dimensions of person-centered care were identified after a review of 25 articles:
(a) personhood, (b) knowing the person, (c) autonomy and choice, (d) comfort care, and
(e) nurturing relationship. A sixth dimension—a supportive environment—was also
identified. Items associated with each of the 6 dimensions were reviewed by lay and
professional experts from the field for face validity. The instrument, which contained 64
items, was administered to 430 staff members of all levels in 8 nursing homes
participating in the Oregon Better Jobs Better Care demonstration project. Using factor
analysis, the 5 dimensions of person-centered care remained, and 3 environmental
dimensions were identified: (a) support for work with residents, (b) person-directed
environment for residents, and (c) management/structural support.
Research on nursing home culture change to date has been primarily descriptive;
however, it identifies desired staff, resident, and organizational outcomes in nursing

16
homes. Various instruments exist with varying degrees of validity, but they are limited
by evidence for reliability. More research is needed to develop consistent, valid, and
reliable measures to evaluate culture change models and practices.
Measuring Nursing Home Quality
Criteria for measuring nursing home quality vary depending on the group
interested in improving the quality of nursing home care, and each group has its own
concern and approach to assessment. Many groups have an investment in improving the
quality of long-term care, and each has its own approach to assessment. Regulators will
use structure and process to monitor quality to fulfill their need for objectivity. Residents
and families may not have the expertise to evaluate protocol and care outcomes, but they
are more attuned to quality-of-life issues and cleanliness, and they get involved when
serious issues arise.
Tellis-Nayak (2003, p. 1) states, “Quality in a long-term care setting is . . . easy to
recognize, but not easy to define.” Quality in long-term care must consistently meet three
criteria: (a) structure, (b) process, and (c) outcome. Early quality of care assessments did
not measure outcomes, but instead measured structure and process. The first reason was
that structure and process were easier to design and measure. Secondly, the role of
experts often outweighs the opinion and desires of the resident. As the nursing home
industry becomes more consumer driven, outcome measures are seen as more important.
Staff satisfaction is being acknowledged as a key to quality, not just a predictor of staff
turnover. Staff dedication to serve the residents and families is a positive indicator and
demonstrates strong commitment (Tellis-Nayak, 2003).
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As healthcare facilities discovered the value of a satisfaction survey, nursing
home management was focusing in on person-centered care and resident choices. The
term “consumer” and “resident” described the receiver of the services, but residents are
not just users of services. A nursing home becomes a home for long-stay residents, their
entire world, and a place where relationships and quality of life are very important.
“Family and residents have not had a role in shaping standards of quality in long-term
care and the state monitoring system seldom uses their feedback to assess and enforce
quality” (Tellis-Nayak, 2003, pp. 2- 3).
ViTel Research (Tellis-Nayak, 2003) conducted a longitudinal study from 19952001 studying family and staff satisfaction in over 500 nursing homes. Using quality
measures in a nursing home, and relating staff and family satisfaction to each other, the
study examined whether staff and family satisfaction could serve as indicators of quality.
Satisfaction surveys had a four-point Likert scale ranging from very dissatisfied to very
satisfied. The researchers focused on the very satisfied families and staff and clustered
these facilities into three groups: facilities where few families and staff were very
satisfied, facilities where a fair number were very satisfied, and facilities where a high
number were very satisfied. Researchers compared outcomes of these three groups of
nursing facilities in three areas: quality, staff commitment, and finance.
Very satisfied families and staff became the focus of this study by Tellis-Nayak
(2003, p. 7) for two reasons: (a) when responses are largely clustered around the satisfied
and very satisfied end of the scale, and when only three percent of the respondents reply
that they are dissatisfied with their long-term care facilities, they pose problems for
statistical analyses; and (b) it is a common practice for respondents to check satisfied on a
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questionnaire rather than dissatisfied. The merely satisfied category does not correlate
with other quality-related outcomes. Quality issues in long-term care facilities are
predicted by the very satisfied responses. The outcomes of these three groups were
compared in terms of descriptors of quality, staff commitment, and finance. Researchers
concluded: (a) families are shrewd observers of life in a nursing home; (b) family
satisfaction is a compelling measure of how well a facility functions; and (c) staff
members are also a good judge of quality.
Consumer satisfaction may be easier to understand and more appealing to the
potential long-term care user and families than the technical quality-of-care measures.
According to Harris-Kojetin and Stone (2003), the movement has been to focus on
quality of life among long-term care recipients emphasizing the importance of the
consumer viewpoint in assessing long-term care services. More attention needs to be
given to overcoming the challenges to measurement and data collection of consumer
satisfaction information to aid consumers in making informed long-term care decisions.
These challenges include (a) the expense of expertise in collecting data and analysis;
(b) the challenge in collecting valid, reliable information from nursing home residents;
(c) the lack of standardized surveys with measurable properties; and 4) the extent to
which families should be included in the satisfaction survey process. Therefore,
consumer satisfaction is an important factor to include when determining the quality of
long-term care services and providers.
“Despite substantial regulatory oversight, quality of care in nursing homes
remains problematic,” Wiener (2003, p. 19) states in his paper, “An Assessment of
Strategies for Improving Quality of Care in Nursing Homes.” His study assesses

19
strategies for improving quality of care in these facilities. Wiener reviewed the literature
using eight strategies: (a) strengthening the regulatory process; (b) improving information
systems for quality monitoring; (c) strengthening the care giving workforce;
(d) providing consumers with more information; (e) strengthening consumer advocacy;
(f) increasing Medicare and Medicaid reimbursement; (g) developing and implementing
practice guidelines; and (h) changing the culture of nursing facilities. He concluded that:
(a) some strategies increase cost and resources; (b) little research exists to provide
guidance regarding the effectiveness of these options; (c) the data that is assumed
available in facilities may not exist; (d) the main strategy of quality assurance will be
regulation; and (e) the political saliency of quality issues is uneven. Overall, Weiner’s
review of the literature suggests that quality of care is a major issue with no simple
solution.
Consumers can and will choose long-term care providers based on consumer
satisfaction information. Publicly reporting quality information on consumer satisfaction
has the potential to impact services and quality of care given by providers. According to
Feldman and Kane (2003), people 65 years old have a 40% chance of spending time in a
nursing home before they die. Almost 75% will have had some experience with home
care. Formal research, then, can play an important role in making the formal long-term
care system more effective and efficient.
Multiple strategies are being used to evaluate and understand the effectiveness
and use of consumer satisfaction information to assure long-term care quality. Effective
use of the multiple strategies must be examined to determine which works best and at
what cost to achieve better outcomes (as cited by Harris-Kojetin & Stone, 2007, p. 56).
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More research is needed to encourage and educate the industry to incorporate the
utilization of methods to measure satisfaction with long-term care quality in this
consumer-driven society.
Measuring Client Satisfaction
Researchers have found a positive relationship between resident satisfaction and
service quality, a connection found to be accepted by the nursing home industry. Inhouse instruments developed within the long-term care facilities, however, use
satisfaction surveys with little or no attention to psychometric evaluation.
A study to advance the conceptualization of resident satisfaction by examining
surveys that were biased toward concerns of regulators and providers was conducted by
Robinson, Lucas, Castle, Lowe, and Crystal (2004). In Phase I, 11 survey instruments for
nursing home residents were identified through searches of references, databases, and the
Internet; 5 unpublished commercial survey instruments for nursing home residents were
selected. Patton’s cross-case approach to content analysis was used, and 6 domains of
resident satisfaction were identified: (a) activities, (b) care and services, (c) caregivers,
(d) environment, (e) meals, and (f) well-being. Fifteen qualifying residents were
randomly selected to be individually interviewed by an investigator during a two-week
period in 3 New Jersey nursing homes: a proprietary facility, a nonprofit facility, and a
county government facility. Data from the resident interviews yielded 87 discrete areas
of content across the 6 domains. The findings of the study generated the outline of
content for the future development of standardized resident satisfaction surveys.
In response to a proposal to develop a new brief measure of nursing home resident
self-reported quality of life for inclusion in a modification of the MDS, a study was
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conducted by Degenholtz, Kane, Kane, Bershadsky, and Kling (2006). The primary
interest was to assess if this self-reporting might be less costly than conducting in-person
interviews with residents. Quality-of-life data was gathered in a two-wave interview
process using a 14-item multidimensional self-report quality-of-life survey instrument
adapted from a longer instrument. Two items with the highest intraclass correlation were
drawn from each of the seven dimensions of the original instrument: meaningful
activities, enjoyment, security, privacy, relationships, individuality, and spiritual wellbeing (p. 340). A total of 1,988 interviews were conducted in the first wave at 40 nursing
homes recommended as having good quality of life. The survey was done in five states
representing a range of sizes in both urban and rural areas in each state. In wave two,
1,688 resident interviews were conducted at 60 nursing homes randomly selected because
the facilities had a broad range of both staff ratios and numbers of citations, representing
a range of sizes in metropolitan regions of the same study states. Quality-of-life
interview data was merged with data from the MDS and the Online Survey and
Certification Automated Record. To assess the association of quality of life with
potential resident—and facility—level indicators, bivariate and multivariate hierarchical
linear modeling was used to examine the self-reported quality of life at these three levels;
resident and facility, individual resident, and facility. Quality-of-life indicators were
positively associated with the ratio of activities staff to residents, and no association was
found between quality of life and either use of restraints or nurse staff levels. The
implications of this study indicate a brief self-report instrument of nursing home resident
quality of life is consistently associated with measures from external data sources.
Information collected on the quality of life of residents in a nursing home is of interest to
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policy makers, residents, and families. This data may be used to select a facility or to
target enforcement activities and incentives.
Collecting self-reported data on resident quality of life is a challenge for nursing
homes. Facilities will use proxy sources (staff or family members) who provide
information on a nursing home resident’s quality of life in place of personal interviews,
often when a resident is unable to report due to cognitive or physical impairments.
Mixing resident interviews and proxy interviews is not uncommon, but the validity of a
proxy is not often discussed. A study conducted by Kane, Kane, Bershadsky,
Degenholtz, Kline, Totten and Jung (2005) explored how well staff and family proxy
reports compared to a resident’s own report on selected quality-of-life domains: comfort,
dignity, functional competence, privacy, meaningful activity, food enjoyment,
relationships, security, and autonomy. The investigators compared quality domain scores
for 1,326 staff, 989 family proxies, and nursing home residents at the individual and
facility level. Regression models were adjusted for residents’ age, gender, length of stay,
cognition and ability to perform activities of daily living. Family and proxy scores are
significantly correlated with resident scores, but the conclusion suggests these cannot be
substituted for resident reports of quality of life (p. 381). A proxy response for residents
who cannot be interviewed remains unsolved, and more research is warranted.
Levy-Storm, Schnelle, and Simmons (2002) used three types of interview
methods to assess the unmet needs of the nursing home residents’ activity of daily living:
(a) direct satisfaction questions about activities of daily living, (b) questions that
compared residents’ preferences about activities of daily living frequency or occurrence
to perceptions of the activities of daily living care delivered, and (c) open-ended
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questions that asked what residents wanted changed about activities of daily living care.
Seventy residents living in a nonprofit skilled nursing, predominantly female with an
average age of 81 were surveyed using 7 activities of daily living care domains: (a)
walking, (b) mealtime, (c) dressing, (d) showering, (e) getting in and out of bed, (f)
toileting, and (g) pad changes. Only residents needing assistance with the activities of
daily living domain were interviewed. Participating nursing home facilities viewed these
interviews as internal quality assessment. Trained research interviewers used a standard
script, and nursing home residents had the option to refuse to participate. The results
indicated the proportion of residents with unmet needs was significantly higher with
open-ended questions and discrepancy measures compared to the direct satisfaction
measures across most activity of daily living care domains (McNemar’s Test; p < .05 – p
< .01) (pp. 454 455). The interpretation of data collected from nursing home residents
can be hindered by the older age of the resident, feat of criticizing staff and impaired
cognitive ability (as cited by Levy-Storm et al., 2002, p. 454) Interview methods that
produce the most useful information for determining unmet needs or designing
interventions is not immediately clear.
Quality of life is defined by Birren, Luben, Rowe, and Deutchman (1991) as a
multidimensional concept encompassing social, psychological, and physical domains.
Measuring the quality of life directly from the dementia patient has been ignored until
recently due to logistical, conceptual and practical issues. Proxy measures have been
used primarily, and the proxy does not show clearly that quality of life is being accurately
measured. Research is emerging that acknowledges the value of the resident’s input
regarding quality of life and satisfaction. Brod, Stewart, Sands, and Walton (1999) used
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a two-phase process in their study: Phase I, the refinement of the concept of quality of
life for dementia populations; and Phase II, the development pilot testing, and field
testing of the Dementia Quality-of-Life instrument, a patient-administered, diseasespecific quality-of-life instrument (p. 26). In Phase I, three focus groups were selected,
live-in caregivers, healthcare providers, and the dementia group. A prepared discussion
guide was developed for each group, and the information gathered from the three groups,
along with information from current literature on quality of life in dementia, formed the
framework of assessment in dementia patients. Phase II involved several steps that
produced the 29-item instrument to assess the quality of life of dementia patients. Mild
to moderately impaired dementia patients were able to complete the survey and could be
considered good informants of their own quality of life rather than having to rely on
proxy measures. Individuals with dementia who met the established criteria to participate
in quality-of-life studies could be included in research.
Recognition of the value of the resident’s input in determining the quality of
residential aged care has increased. Chou, Boldy, and Lee (2003, p. 460) conducted a
study to assess how facility staff and resident factors simultaneously influence
components of resident satisfaction. The sample studies included 1,146 residents and 983
staff from 70 facilities (36 hostels and 26 nursing homes) in metro and non-metro areas in
the state of Western Australia. Resident satisfaction was measured using a self-complete
questionnaire that Duncan P. Boldy and Linda E. Grenade (as cited by Chou et al. 2003,
p. 460) developed as part of a resident satisfaction assessment package. The instrument’s
content was validated through a rigorous development process being tested and refined
several times. Resident satisfaction was measured using six scales: (a) room, (b) home,

25
(c) social interaction, (d) meal service, (e) staff care, and (f) resident involvement.
Resident dependency was measured by the Resident Classification Scale and the items:
“How much assistance do you need from staff with your everyday activities?” and “Who
filled out this questionnaire?” (Chou et al., 2003, p. 461). Staff satisfaction used the selfcomplete measure of job satisfaction questionnaire with 22 items covering 5 aspects of
job satisfaction: (a) personal satisfaction, (b) satisfaction with workload, (c) team spirit,
(d) training, and (e) professional support. Other items measured were (f) professional
development, (g) staffing profile, (h) facility profile, and (i) care hours adjusted for
resident dependency. Statistical analysis used an adapted structural equation model. The
results indicated resident satisfaction was high when staff satisfaction is elevated.
Staffing is one of the greatest challenges in the nursing home industry, and changes in
policy to increase staff pay, rewards, and work conditions may enhance attraction of
quality and appropriate staff.
Studies are varied in their approach to determine how to measure a resident’s
satisfaction, the factors used to build a good assessment tool, and whether quality-of-life
should take priority. More research needs to be done to assist the nursing home industry
to measure client satisfaction with the culture change movement. Measuring satisfaction
is very relevant for families. Each one of the three stakeholder groups (resident, family,
and staff) has a different viewpoint. The ability to measure family satisfaction is very
critical.
Family members visit regularly and provide assistance, usually, with grooming,
feeding, walking, and laundry. Many are not ready to face the realities of nursing home
life. Perceptions of what is right and wrong and the roles of the family can be very
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different. If the quality of care perceived by a family member fails to meet expectations,
conflict can arise. Family members can be reassured with communication from frontline
staff or administration asking their input and opinion. One method to acquire this
information is through a satisfaction survey which can be time consuming and costly.
Each nursing home has to decide on whether the extra effort is worthwhile (Peak &
Sinclair, 2008).
Family members have an expectation level for quality of care, quality of life, and
respect. A nursing home is not the preferred living arrangement for a family member.
Satisfaction surveys administered to family members usually have common concerns
expressed. These include the quality of food, insufficient staffing, and the process for
lodging a complaint. A responsive administrative team will respond with interventions to
address the issues and follow-up communication with family members (Peak & Sinclair,
2008).
The Deming-continuous quality improvement theory is an evidence-based
approach with three premises: (a) create a quality workplace that empowers staff,
respects their individuality, meets their personal needs, and encourages creativity;
(b) single-mindedly focus on customer needs and their shifting desires—aim to achieve
customer satisfaction and loyalty; and (c) collect data, use data to improve process, and
take a systems approach. Data from a good family satisfaction survey will provide
valuable information on how a family rates quality of life, quality of care, and on facility
quality of services. Typically after a family member’s admission, three of four families
keep in close touch, 35% visit their relative daily, and another 46% visit weekly (TellisNayak, 2003).
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A review of the literature indicates that family, staff, and resident satisfaction is
vitally important to assessing customer satisfaction in long-term care. Those in charge of
facilities implementing culture change quality-of-life initiatives should consider a family
satisfaction survey to gather data that can provide an information baseline vital to
providing quality services in a consumer-driven economy. How the information is
gathered, analyzed, and utilized has become very important, as the consumer movement
has taken hold and received a great deal of publicity.
Measuring Nursing Home Staff Satisfaction
“Often nursing home resident care is described as institutionalized or
industrialized, emphasizing organizational requirements, staff needs, and regulatory
concerns rather than the needs of the resident,” reports White et al. (2008). The practices
are dehumanizing for the resident and for the frontline staff. The development of care
models such as the Eden Alternative, Green House, and Wellspring have introduced and
promoted the concept of culture change in nursing homes. This shift to person-centered
care is unique and places value on the individual’s contributions, preferences, and
uniqueness.
Staffing is an issue in long-term care, especially in nursing homes. Several
studies have examined nursing home work environments and the performance of nurses
and nursing aides. Some have linked organizational practices to better care such as
involving frontline staff in planning care. Staffing patterns often constrain and
discourage this practice (Feldman & Kane, 2003). Geriatric Nurse Practitioners can often
provide the level of care required by nursing home residents. Kane and her colleagues
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(2003) state that the introduction of this change in organizational personnel to improve
patient outcomes can reduce the number of visits residents make to acute care hospitals.
A steering committee of staff members can help alleviate the anxieties that arise
with the movement through this process of change. Support elements include
compassion, communication, honesty, integrity, and involvement in determining the
strengths and weaknesses of moving through the change. Also, training to sustain the
new culture, recruitment and retention of staff who share the values of the culture change,
and evaluation are valuable to staff retention and decreasing turnover. A study conducted
by Deutschman (2001) determined there is not just a single formula for successful culture
change.
Quality improvement implementation in nursing homes in association with
organizational culture, and its effects on pressure ulcer care, was investigated in a study
conducted by Berlowitz et al. (2003). The primary data were collected from 1,065 staff
at 35 nursing homes maintained by the Veterans Administration Affairs on quality
initiative implementation and organizational culture. Additional data were collected from
medical records and analyses in an existing database. A survey consisting of 100
questions related to quality improvement, organizational culture, and supervisory
practices was distributed to clinical staff at each nursing home location. The quality
initiative questions were divided into five subscales addressing how nursing homes
improve their quality of service: leadership, information analysis, strategic quality
planning, human resource management and management of process quality. Organized
culture was assessed using a 20-item instrument relating to an organization’s focus on
people. The four types of culture are: (a) group culture emphasizing teamwork and
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shared decision making, (b) a developmental culture emphasizing innovation, (c) a
rational culture emphasizing planning and productivity, and (d) a hierarchical culture
emphasizing rules and regulation. The results of the multiple analyses indicated the
nursing homes varied considerably in their organizational culture, employees were
satisfied with their jobs, and there were varying differences among nursing homes
regarding their implementation of quality initiatives. The survey concludes that quality
improvement implementation is most successful at nursing homes with a culture that
encourages innovation.
In another study, Yeatts and Cready (2007) evaluated the effects of empowered
work teams—a work design specifically established to empower certified nurse aides
within the long-term care setting. Their research is based on recent studies that have
concluded there is a need for nursing home culture change based on a lack of patientcentered care. Newly introduced models incorporate the idea of autonomy and control
for the resident and the employee working closely with them. A qualitative analysis
included observations of more than 270 team meetings taking place in five pairs of
nursing homes, with five implementing empowered work teams, and five acting as
comparisons. They also used a multimethod, pretest/posttest design to examine the
effects of the teams. The results of both analyses indicated that the work teams had a
variety of modest, positive effects: (a) increased certified nurse aide empowerment,
(b) better certified nurse aid performance, (c) improved resident care and choices, (d)
improved procedures, coordination, and cooperation between certified nurse aides and
nurses, and (e) possibly reduced turnover. Implications indicated that empowered
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certified nurse aide work teams can assist in initiatives to move toward a model of
person-centered care.
Systems that support registered nurses’ control over the delivery of nursing care
and the environment in which care is delivered define professional nursing practice
models. Registered nurses design these practice models to implement and sustain the
specific health needs of the patient or residents in their workplace (as cited by Beck,
2008, p. 1). A review of professional practice models identified eight commonalities:
(a) resident-centered care with a focus on excellence, (b) an articulation of a shared
philosophy of values statements, (c) employee-friendly personnel policies, (d) lifelong
learning, (e) interdisciplinary collaboration, (f) community involvement, (g) participatory
leadership, and (h) quality improvement. These professional nursing models are
supportive of nursing homes’ efforts to change their practice and environment. Beck uses
the major categories of the Artifacts of Culture Change Tool developed by the CMS as a
framework to define points of synergism between professional nursing practice models
and culture change, as well as causes of apparent resistance. Beck states
in conclusion, that nurses in long-term care need a better understanding of the
principles of professional nursing practice models, the principles of culture
change, and the overlap of these two sets of principles to decrease perceived or
real resistance of nurses to culture change. (2008, p. 5)
Nursing home staff satisfaction is vital to insuring quality of service.
Administrators and policy makers need to advocate for change in the nursing home
industry for better pay, better benefits, improved working conditions, and better
communication. More satisfied employees will reduce absenteeism and turnover.
Satisfied employees tell others about their experiences, which can attract potential
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customers and other qualified staff. An empowered staff can move the implementation of
person-directed care and culture change forward.
Summary
Nursing home quality is constantly scrutinized or challenged by politicians, media
and government regulators. Regulatory compliance and clinical outcomes are more
reflective of the resident’s characteristics than quality of care. In our consumer-driven
society (Tellis-Nayak, 2003), better methods must be found to measure nursing home
performance in our consumer-driven society.
A strong advocate for investigating nursing home quality of life, Rosalie Kane
(2003), also emphasized the need to include an examination of the relationship to the
facility structure and process.
Implementation of a formal quality of life initiative has been proposed to have an
impact on the culture of an existing nursing home model. Further research is needed to
document the effect of this change on consumer satisfaction (residents and family
members) and staff satisfaction.
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Chapter 3
Methodology
Many instruments and studies are used to measure the impact of culture change
models and practices in nursing homes. The review of the literature indicates culture
change research is varied in approaches to identify what constructs measure culture
change. These constructs include the satisfaction of three constituent groups (resident,
family or staff), factors building a quality assessment tool, and prioritizing the measures
to use.
Satisfaction domains selected for the purpose of this study partially imitate
research reviewed in the literature. The components of culture change are identified
many different times in the literature but often vary in the selection of descriptive words
or phrases. Measuring satisfaction is relevant for each group of stakeholders—residents,
family members, and staff—whose viewpoints are easier to understand and more
appealing.
The goal of this study is to measure client satisfaction in three different yet
interconnected constituent groups (residents, family members, and staff) on the impact of
quality-of-life initiatives on culture change and improvements occurring in Nebraska’s
nursing homes. This measurement was accomplished by assessing the satisfaction of the
three constituent groups in nursing homes across Nebraska. Originally there were 30
nursing homes assigned to the intervention group and 30 assigned to the comparison
group. The 60 nursing homes were in 6 districts defined by the Nebraska Health Care
Association (a for non-profit trade association which represents the proprietary, nonproprietary, and governmental long term care facilities in the state of Nebraska and
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businesses in the field of long term care). Twenty-four nursing homes implementing one
of the three designated quality-of-life initiatives consented to participate in the
intervention group and 25 facilities not implementing a quality-of-life initiative in the
comparison group.
Definition of Terms
Consumer satisfaction—a broad rubric under which falls a variety of topics and
consumer audience perspectives. Topics include satisfaction with aspects of quality-oflife and quality of care (Harris-Kojetin & Stone, 2007).
Nursing home—a sheltered environment for disabled people, the elderly included,
under medical supervision and employing a staff of registered nurses and trained care
staff members (Thorson, 2000, pp. 262-263).
Long-term care—a variety of services that includes medical and non-medical care
to people who have a chronic illness or disability at home, in the community, in assisted
living or nursing homes (Long term care, n.d.).
Quality-of-life—desired attributes of one’s existence, including optimal health
and well-being, growth, physical fitness, functional abilities, intellectual stimulation
social inclusion, equal rights, dignity, respect and good fortune (Hawkins, May, Rogers,
1996, p. 368).
Culture change—a transformation anchored in values and benefits that returns
comparison to elders and those who work closely with them. Its ultimate vision is to
create a culture of aging that is life-affirming, satisfying, humane, and meaningful.
Culture change can transform a “facilty” into a “home,” a “resident” into a “person,” and
a “schedule” into a “choice” (as cited by Stone, Bryant, & Barbarotta, 2009, p. 1).
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Person-directed care or person-centered care—a philosophical approach to
nursing home care that honors and respects the voice of elders and those working closest
with them. It involves a continuing process of listening, trying new ideas, observing how
they work, and changing items in an effort to individualize care and de-institutionalize
the nursing home environment (Person-directed care, n.d.).
Hypotheses
Satisfaction survey responses were examined from nursing home residents, family
members (legal guardian, friend) and nursing home staff members. The purpose was to
determine if a difference exists between nursing homes implementing a formal qualityof-life initiative and nursing homes not engaged in a formal quality-of-life initiative.
It is hypothesized a difference in satisfaction ratings exists between nursing
homes implementing a formal quality-of-life initiative and nursing homes not engaged in
a formal quality of life initiative on each of the following outcomes:
1. satisfaction level of families,
2. satisfaction level of nursing home residents, and
3. satisfaction of staff.
For each group, multiple measures of satisfaction were used.
Description of Instruments
The satisfaction surveys for the three constituent groups were developed using
Vivian Tellis-Nayak’s Customer Satisfaction in Long-Term Care: A Guide to Assessing
Quality (2003). A representative from each partner organization expressing interest in
supporting this research was engaged in the survey development and design process. The
organizations included the American Association for Retired Persons, Alzheimer’s
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Association of the Great Plains, Nebraska Department of Health and Human Services
Long-Term Care Ombudsman’s Office, Nebraska Department of Health and Human
Services, Regulation and Licensure Survey and Certification Division. Nebraska Health
Care Association brought the partners together, provided organizational leadership, and
provided funding for the project.
Each group’s survey was designed to cover the essential aspects of life in a
nursing home that impact quality of life. The Family Satisfaction Survey consisted of 34
questions (Appendix F). There are 5 subsections: (a) Facility Atmosphere (alpha .83),
(b) Quality of life (alpha .91), (c) Quality of Care (alpha .91), (d) Quality of Services
(alpha .82), (e) Quality of Staff (alpha .94), and Overall Satisfaction. Each subsection
has from 4 to 9 questions asking the respondent to selecting a rating of 1, 2, 3, or 4 on a
four-point Likert scale, 1-being strongly agree. The reliability (alpha) of the global
survey instrument was 0.97.
The Resident Satisfaction Survey consisted of 35 questions (Appendix E). There
are 5 subsections: (a) Facility Atmosphere (alpha .80), (b) Quality-of-life (alpha .89),
(c) Quality of Care (alpha .91), (d) Quality of Services (alpha .82), (e) Quality of Staff
(alpha .94), and Overall Satisfaction. Each subsection consisted of 3 to 10 items
requesting an answer on a four-point Likert scale, 1-being strongly agree. The reliability
(alpha) of the global survey instrument was 0.98.
The Staff Satisfaction Survey consisted of 35 questions (Appendix H). The
survey consisted of 5 subsections: (a) Work Environment (alpha .91), (b) Supervision
(alpha .92), (c) Training (alpha .87), (d) Care giving (alpha .86), and (e) In General
(alpha .94). Each subsection has 4 to 14 items requesting an answer on a four-point
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Likert scale, 1-being strongly agree. The reliability (alpha) of the global survey
instrument was 0.97.
Samples
Participants in this study were selected from three constituent groups: residents
living in a nursing home; family members, friend, or guardians of a resident living in a
nursing home; and the staff members working in a nursing home.
Sixty nursing homes belonging to the Nebraska Health Care Association from
across the state were selected to participate in this study; 30 for a intervention group and
30 for the comparison group. Five nursing homes from each of the 6 Association
membership districts—Central, Northeast, Omaha, Southwest, Southeast, and West—
were selected for the intervention and comparison group. Facilities selected for the
intervention group had to be participating in 1 of the 3 quality initiatives below:
1. The Eden Alternative founded in 1991, advocates that residents interact with
children, pets, and plants to combat boredom, loneliness, helplessness focused
on ecology, and intergenerational contact is a quality initiative designed to
improve the environment of nursing homes (Thomas, 1996).
2. The Quality-of-Life Project was grant project funded by the State Unit on
Aging sponsored by the Alzheimer’s Association of the Great Plains.
Participating nursing homes were selected from an applicant pool for the oneyear project. The administration of the nursing home had identified goals to
improve the quality of care at the facility and implement initiatives to reach
this goal. Two representatives from each nursing home participated in a
guided learning experience to learn about the model program selected for the
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project, Person-Centered Care, developed and implemented by Eric Haider,
Administrator, at Crestview Nursing Home in Bethany, Missouri. PersonCentered Care adjusts nursing home routines around the individual resident’s
and routine maximizes choice and independence (Haider, n.d.).
3. CIMRO of Nebraska, the Medicare Quality Improvement Organization for
Nebraska, was working with core facilities that had an interest in participating
in the national Nursing Home Quality Initiative to identify and implement
selected quality improvement measures (cimronebraska.org). The initiative
was identified in the 7th Scope of Work of the Centers for Medicare and
Medicaid Services to improve quality of care (Kissam et al., 2003).
Selection for the comparison group was any other nursing home in a district not
participating in a formal quality initiative. A total of 49 nursing homes agreed to
participate, 24 in the intervention group and 25 in the comparison group.
A total of 8,722 surveys were mailed to the participating nursing homes and
distributed by the administration of each facility to the potential respondents in the three
specific groups associated with the 49 participating nursing homes. A total of 2,519
participant responses or 29% of the possible participant responses were returned. Eightythree or 3% were not usable because these were returned too late, the responses did not
contain usable data or respondents had removed the facility identification number (see
Table 1).
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Table 1
Returned Responses by Each Constituent Group
Survey Group
Residents’ Responses
Staff Responses
Family Responses

Number of Group Responses

Percent of Total Responses

368

15

1,104

45

964

40

Data Collection Procedure
The administrator of each nursing home selected for this study was sent a letter
introducing the survey research project and purpose; description of the Administrator’s
role and responsibilities; an explanation of what would be provided; an introduction to
the researcher, the project process and rationale; and a request for his or her cooperation
expressed in a Partnership Agreement (see Appendix A and B). The letters were printed
on Nebraska Health Care Association stationery and signed by a representative of each
partner organization. Participating nursing homes were not disclosed.
Each Partnership Agreement returned was submitted to the Institutional Review
Board at the University of Nebraska–Lincoln for review and approval to participate in the
study. Approved nursing homes were each assigned a unique identification number that
was affixed to the upper right corner of each constituent group survey. A packet was
prepared and mailed to the each approved nursing home administrator containing the
introductory letters for each constituent group, individualized surveys, and postage-paid
return envelopes for the number of potential individual group respondents indicated on
the Partnership Agreement (Appendix C, D, E, F, G, and H). The return responses were
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mailed to the University of Nebraska Omaha Gerontology Department, an unbiased
agent.
Treatment of Data
A consultant from the Nebraska Evaluation and Research Center at the University
of Nebraska-Lincoln advised the investigator on how to organize the survey responses
into a useable format, analyze the data, and the interpret the results. All of the data were
entered into an Excel workbook by the investigator. The Statistical Package for Social
Sciences version 13.0 was used by the consultant for data analysis.
Limitations
For this study, both the intervention and comparison institutions are members of
the Nebraska Health Care Association. Institutional inclusion in the study was limited to
those willing to volunteer. This lack of randomization limits the details of the findings.
Distribution of the three bundles containing an introductory letter, global survey
instrument, and pre-addressed, postage paid envelope distributed to the constituent
groups of each participating intuitions, in the comparison or intervention group, was
directed by the nursing home Administrator. The findings are based on self-reported
data. Inclusion in the study was limited to those willing to volunteer.

.
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Chapter 4
Results of the Study

The purpose of this study was to determine if the implementation of a formal
quality-of-life initiative impacts residents, staff and families satisfaction with a nursing
home, compared to comparison facilities not participating in any formal quality-of-life
initiative. To be classified as participating in a formal quality-of-life initiative, a nursing
home must have implemented the Eden Alternative founded in 1991 (Thomas, 1996), the
Quality of Life Project sponsored by the Alzheimer’s Association of the Great Plains in
2003, or the national Nursing Home Quality Initiative introduced by CIMRO of
Nebraska.
Outcomes were measured using an individualized instrument designed for each
constituent group to assess satisfaction with the nursing home Customer Satisfaction in
Long Term Care: A Guide to Assessing Quality written by Vivian Tellis-Nayak (2003)
was used as the resource guide to develop the individualized survey instruments.
Family Satisfaction Survey
Recall that the measure of family satisfaction is comprised of 34 questions that,
when combined into a composite measure, yield a global measure of family satisfaction.
The 34 items are divided into 5 first-order factors consisting of 4 to 9 questions each.
Thus, there are 6 measures of family satisfaction overall, 5 first-order factors and a global
composite. The individual items comprising each satisfaction measure were assessed
using a four-point Likert scale ranging from 1-strongly agree to 4-strongly disagree.
Accordingly a lower score means more satisfaction. Missing data were deleted listwise.
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It was hypothesized that families with relatives residing in a nursing home
involved in the implementation of a quality-of-life initiative will express greater
satisfaction than family members in comparison institutions in which no quality of life
initiative was in place on each of the six satisfaction measures.
The comparison of satisfaction responses using the global measure of satisfaction
is shown in Table 2 for families in the intervention group vs. comparison. There was no
significant difference between the comparison and intervention group on the global
measure of satisfaction.
Differences between the intervention and comparison groups on the five subfactors of family satisfaction are shown in Table 3. Again, there were no statistically
significant differences between groups.
Although there are no differences in family satisfaction, it is unusual that overall
satisfaction for both groups is quite high (see Table 4); means can range from 1 to 4 with
low scale indicating high satisfaction.
Resident Satisfaction Survey
The measure resident satisfaction is comprised of 35 questions that, when
combined into a composite measure, yield a global measure of resident satisfaction. The
35 items are divided into 5 first-order factors consisting of 4 to 10 questions each. Thus,
there are 6 measures of resident satisfaction overall. The individual items comprising
each satisfaction measure were assessed using a four-point Likert scale ranging from
1-strongly agree to 4-strongly disagree. Accordingly a lower score means more
satisfaction.

Table 2
Difference in Global Satisfaction for Families in the Intervention vs. Comparison Group
95% Confidence Interval
of the Difference
t

df

Sig.
(2-tailed)

Mean
Difference

Std. Error
Difference

Lower

Upper

Equal variances
assumed

-.546

569

.586

-.02087

.03825

-.09600

.05426

Equal variances not
assumed

-.549

518.018

.583

-.02087

.03799

-.09550

.05376

Total
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Table 3
Difference in Sub-factor Satisfaction for Families in the Intervention vs. Comparison Group

t

Total

Faculty
Atmosphere

Quality of Life

Quality of Care

Quality of
Services

df

Sig.
(2-tailed)

Mean
Difference

Std. Error
Difference

95% Confidence Interval
of the Difference
Upper

Lower

Equal variances
assumed

-1.194

905

.233

-.04135

.03463

.02661

-.10932

Equal variances not
assumed

-1.192

796.390

.233

-.04135

.03468

.02672

-.10943

Equal variances
assumed

-.593

766

.553

-.02182

.03677

.05037

-.09400

Equal variances not
assumed

-.589

678.030

.556

-.02182

.03705

.05093

-.09457

Equal variances
assumed

-.314

807

.753

-.01120

.03564

.05875

-.08115

Equal variances not
assumed

-.314

718.095

.753

-.01120

.03565

.05879

-.08120

Equal variances
assumed

-1.590

805

.112

-.05577

.03507

.01307

-.12462

Equal variances not
assumed

-1.605

727.773

.109

-.05577

.03474

.01243

-.12398

Equal variances
assumed

.122

760

.903

.00464

.03818

.07960

-.07032

Equal variances not
assumed

.122

668.206

.903

.00464

.03803

.07932

-.07004

Quality of Staff

43

44
Table 4
Differences between Sub-factors for Families in the Intervention vs. Comparison Group
T-Test Group Statistics
Group
Faculty Atmosphere

Quality of Life

Quality of Care

Quality of Services

Quality of Staff

N

Mean

Std. Deviation

Std. Error Mean

Comparison

373

1.616

0.51568

0.0267

Intervention

534

1.6573

0.51143

0.02213

Comparison

325

1.6554

0.51781

0.02872

Intervention

443

1.6772

0.49265

0.02341

Comparison

335

1.5723

0.50003

0.02732

Intervention

474

1.5835

0.49872

0.02291

Comparison

329

1.6103

0.47474

0.02617

Intervention

478

1.6661

0.49954

0.02285

Comparison

308

1.6255

0.51086

0.02911

Intervention

454

1.6209

0.52152

0.02448

It was hypothesized that persons residing in a nursing home involved in the
implementation of a quality-of-life initiative will express greater satisfaction than
residents in comparison institutions on each of the six satisfaction measures.
The comparison of satisfaction responses using the global measure of satisfaction
is shown in Table 5 for residents in the intervention group vs. comparison. There is no
significant difference between the comparison and intervention group on the global
measure of satisfaction.
Differences between the intervention and comparison groups on the five subfactors of resident satisfaction are shown in Table 6. Again, there were no statistically
significant differences between groups.

Table 5
Difference in Global Satisfaction for Residents in the Intervention vs. Comparison Group
95% Confidence Interval
of the Difference
t

df

Sig.
(2-tailed)

Mean
Difference

Std. Error
Difference

Lower

Upper

Equal variances
assumed

.694

244

.489

.04194

.06048

-.07718

.16107

Equal variances not
assumed

.701

185.315

.484

.04194

.05988

-.07618

.16007

Total
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Table 6
Difference in Sub-factor Satisfaction for Residents in the Intervention vs. Comparison Group

t

Total

Faculty
Atmosphere

Quality of Life

Quality of Care

Quality of
Services

df

Sig.
(2-tailed)

Mean
Difference

Std. Error
Difference

95% Confidence Interval
of the Difference
Upper

Lower

Equal variances
assumed

.645

351

.519

.03503

.05433

-.07181

.14188

Equal variances not
assumed

.653

248.356

.515

.03503

.05369

-.07071

.14077

Equal variances
assumed

1.181

342

.238

.06156

.05212

-.04096

.16407

Equal variances not
assumed

1.167

226.810

.244

.06156

.05275

-.04239

.16550

Equal variances
assumed

1.332

303

.184

.07912

.05939

-.03774

.19598

Equal variances not
assumed

1.301

205.364

.195

.07912

.06084

-.04082

.19907

Equal variances
assumed

1.139

316

.256

.06685

.05871

-.04867

.18237

Equal variances not
assumed

1.156

238.152

.249

.06685

.05783

-.04708

.18078

Equal variances
assumed

.693

294

.489

.04150

.05991

-.07640

.15940

Equal variances not
assumed

.705

205.863

.482

.04150

.05887

-.07457

.15757

Quality of Staff
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Although there are no differences in resident satisfaction, it is unusual that, once again,
overall satisfaction for both groups is quite high (see Table 7); means can range from 1 to
4 with low scale indicating high satisfaction.

Table 7
Differences between Sub-factors for Resident Satisfaction Survey T-Test Group Statistics
Group
Faculty Atmosphere

Quality of Life

Quality of Care

Quality of Services

Quality of Staff

N

Mean

Std. Deviation

Std. Error Mean

Comparison

120

1.5125

.47173

.04306

Intervention

233`

1.4775

.48941

.03206

Comparison

117

1.5395

.46933

.04339

Intervention

227

1.4780

.45199

.03000

Comparison

108

1.5556

.52237

.05027

Intervention

197

1.4764

.48099

.03427

Comparison

112

1.5571

.48355

.04569

Intervention

206

1.4903

.50885

.03545

Comparison

99

1.5242

.46928

.04716

Intervention

197

1.4827

.49457

.03524

Staff Satisfaction Survey
The measure, staff satisfaction, is also comprised of 35 questions that, when
combined into a composite measure, yield a global measure of staff satisfaction. The 35
items are divided into 5 first-order factors consisting of 3 to 14 questions each. Thus,
there are 6 measures of staff satisfaction overall, the 5 first-order factors plus the
composite measure. The individual items comprising each satisfaction measure were
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assessed using a four-point Likert scale ranging from 1-strongly agree to 4-strongly
disagree. Accordingly a lower score means more satisfaction.
It was hypothesized that staff working in a nursing home that is implementing a
quality-of-life initiative will express greater satisfaction than staff working in comparison
institutions on each of the six satisfaction measures.
The comparison of satisfaction responses using the global measure of satisfaction
is shown in Table 8 for staff in the intervention group vs. comparison. There is no
significant difference between the comparison and intervention group on the global
measure of satisfaction.
Differences between the intervention and comparison groups on the five subfactors of staff satisfaction are shown in Table 9. Again, there were no statistically
significant differences between groups.
Although there are no differences in staff satisfaction, it is unusual that overall
satisfaction for both groups is once again quite high (see Table 10); means can range
from 1 to 4 with low scale indicating high satisfaction.

Table 8
Difference in Global Satisfaction for Staff in the Intervention vs. Comparison Group
95% Confidence Interval
of the Difference

T-test for
Equality of
Means

t

df

Sig.
(2-tailed)

Mean
Difference

Std. Error
Difference

Lower

Upper

Equal variances
assumed

.977

831

.329

.03277

.03353

-.03304

.09857

Equal variances not
assumed

.989

753.162

.323

.03277

.03313

-.03227

.09780

Total
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Table 9
Difference in Sub-factor Satisfaction for Staff in the Intervention vs. Comparison Group

t

Total

Work
Environment

Supervision

Training

Sig.
(2-tailed)

Mean
Difference

Std. Error
Difference

Lower

Upper

Equal variances
assumed

1.182

952

.238

.03619

.03061

-.02389

.09627

Equal variances not
assumed

1.197

879.045

.232

.03619

.03024

-.02316

.09553

Equal variances
assumed

1.115

.265

.03899

.03498

-.02965

.10764

Equal variances not
assumed

1.129

.259

.03899

.03453

-.02877

.10675

.319

.03817

.03828

-.03694

.11329

947.135

.317

.03817

.03817

-.03673

.11308

Equal variances
assumed
Equal variances not
assumed

Caregiving

df

95% Confidence Interval
of the Difference

.997
1.000

1018
953.459
1043

Equal variances
assumed

.348

980

.728

.01183

.03401

-.05492

.07857

Equal variances not
assumed

.351

897.382

.726

.01183

.03373

-.05436

.07802

Equal variances
assumed

.830

.407

.03446

.04150

-.04698

.11589

Equal variances not
assumed

.828

.408

.03446

.04160

-.04717

.11609

1066

In General
948.484
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Table 10
Differences between Sub-factors of Staff Satisfaction Survey T-Test Group Statistics
Group
Faculty Atmosphere

Quality of Life

Quality of Care

Quality of Services

Quality of Staff

N

Mean

Std. Deviation

Std. Error Mean

Comparison

393

1.8942

.44599

.02250

Intervention

561

1.8580

.47854

.02020

Comparison

425

1.8005

.52536

.02548

Intervention

595

1.7615

.56825

.02330

Comparison

436

1.8584

.60376

.02891

Intervention

609

1.8202

.61480

.02491

Comparison

406

1.7966

.50974

.02530

Intervention

576

1.7847

.53527

.02230

Comparison

445

1.6412

.67402

.03195

Intervention

623

1.6067

.66477

.02663
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Chapter 5
Conclusions and Implications
This study examined the effects of implementing a quality-of-life initiative
(defined as the Eden Alternative, the Quality of Life Project, or the Nursing Home
Quality Initiative) on the satisfaction of three constituent groups that included nursing
home residents, staff members, and family members. Data were collected using a global
survey designed for each constituent group using Customer Satisfaction in Long Term
Care: A Guide to Assessing Quality written by Vivian Tellis-Nayak (2003) as a guide.
The results of this study provided no support for the hypotheses that satisfaction
of nursing home residents, staff and family members would be affected in facilities
implementing one of the three quality-of-life initiatives.
Failure to reject the various null hypotheses is consistent with the literature
reviewed in Chapter 2 indicating that the previous research on culture change has been
mostly descriptive and without substantial empirical support for these quality of life
initiatives. The literature does, however, identify important staff, resident and
organizational outcomes in nursing home evaluation represented in this study. In
addition, the null findings are consistent with those reported by the Colorado Foundation
for Medical Care (2006) and the Components of Nursing Home Culture Change Survey
developed by Mueller (2007), discussed previously.
In spite of the null findings, residents and families are the most overlooked
cohorts when measuring nursing home quality. These two groups are often the most intouch groups, which is a critical consideration to include when measuring nursing home
satisfaction according to Harris-Kojetin and Stone (2007) and the longitudinal study
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conducted by ViTel Research (Tellis-Nayak, 2003). Thus, it is important to include these
groups in any evaluation of nursing home quality. The present findings suggest,
however, that quality-of-life interventions such as the Eden Alternative, the Quality of
Life Project, or the Nursing Home Quality Initiative do not have any discernible effect on
satisfaction for either of these important constituencies, nor on the satisfaction of staff in
the facilities.
Unresolved Issues
The null findings in the present study do not imply that quality-of-life
interventions are not worthwhile or that they cannot affect the attitudes of important
groups of constituents. There are a number of unresolved issues that characterize this
entire line of research. Some of these could have influenced the results of this
investigation, and some of which warrant future study.
First a study by Chou, Boldy, and Lee (2003) indicated resident satisfaction is
high when staff satisfaction is high. One possibility is that these outcomes are, in fact,
causally related. Similarly, the results of a study by Yeatts and Cready (2007) concluded
the empowered certified nursing aide teams can assist with moving quality-of-life
initiatives ahead in a nursing home. One way to improve resident satisfaction, then, may
be by increasing staff satisfaction. Indeed, one possibility is that staff satisfaction is a
necessary intervening mechanism for increasing resident satisfaction. Another
possibility, of course, is that staff and resident satisfaction are correlated because they
both reflect overall nursing home quality. Resolution of these issues remains an avenue
for future research.

54
Another realization that clearly emerges from this study is that quality of life is a
vague concept which raises significant conceptual and methodological issues.
Conceptually, agreement about the content that should be included in such a measure is
far from unanimous. Once content has been established, the structure of measures also
remains to be determined. The present study included a range of domains of satisfaction
but provided no guarantee that these were the best domains with which to capture the
effects of the quality-of-life initiatives.
Another aspect of the present study that may have influenced the null finding is
the classification of nursing homes into intervention and comparison conditions. Given
the large number of 49 nursing homes examined, it was impractical to visit each
institution and validate its status, including the extent to which it conformed to the
requirements of each quality-of-life program. As a result, nursing homes were selfclassified. and the amount of error in such classifications, if any, could not be estimated.
Nonetheless, the procedure used in this study is consistent with studies by Doty et al.
(2008) and the Colorado Foundation for Medical Care (2006), which evaluated the
progress of implementing culture change practices in transforming nursing homes.
Whether a nursing home was committed completely to implementing culture change or
partially immersed was questionable. In addition, a basic premise of resident-directed
care is that residents could determine their own schedules. No validity check was
available in the present study to determine specific nursing home policies. Clearly, then,
another avenue for future research is to determine the necessary and sufficient conditions
under which a long-term facility can lay claim to a quality-of-life initiative.
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A related issue is the extent to which the three types of quality-of-life initiatives
examined in the present study exhaust the list of all possible quality-of-life programs.
More effective programs may be available that were not represented. Examples of other
quality-of-life programs are the transformation of the Teresian House in Albany, New
York, where nursing stations were changed into neighborhoods, meals were eaten family
style, and staff assignments were consistent (Misiorski, 2003); and the Wellspring Model
that sought to improve the nursing home resident well-being by increasing staff skill
levels and reducing staff turnover (as cited by Rah;man & Schnelle, 2008).
A complicating issue is the fact that in the present study, the effects of these three
interventions were, in a sense, confounded. Specifically, the three quality-of-life
programs were pooled so any discrepancy in effectiveness could not be determined. That
is, it was assumed that the programs were equally efficacious. Thus, an additional
avenue for future research would be to compare the degree of difference of the effect of
the quality-of-life programs.
A major feature of this study is its non-experimental nature. A well-known
shortcoming of such quasi-experimental designs is the lack of any guarantee that the
groups were equivalent on all important factors except the intervention. Experiments
provide such assurance under the assumptions of randomization. Randomization was, of
course, impossible in the present study. Given the proprietary nature of the treatment
intervention, facilities were necessarily self-selected into intervention and comparison
groups. In such cases, a common tactic is to add covariates to the analyses in an attempt
to adjust for any pre-existing differences suspected between groups. In the present crosssectional (post-test only) design, pre-existing differences were unknown, and relevant
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covariates to adjust for other important differences were generally unavailable. For
example, one possibility is that more difficult care situations may attract families to these
specialized programs. These families would generally be less satisfied in facilities that
did not have a quality-of-life initiative in place. Being in such a treatment facility,
however, raised the family’s satisfaction to the level of families not caring for such a
difficult case. Thus, adjusting for this difference statistically would reveal the efficacy of
the intervention. A more mundane illustration is the instance where the intervention
variable covaries with other factors that may be related to satisfaction, such as socioeconomic status.
Another potential shortcoming of the study is the lack of independence among
observations. Specifically, observations from individuals in the same nursing home are
likely to be more homogeneous than observations taken from individuals in different
nursing homes. The result of such non-independence, however, is typically to under
estimate the size of the error term in the test statistic, thus inflating the magnitude of the
test statistic and increasing the alpha level of the test. Given the lack of statistical
significance in this study the magnitude of this potential bias seems minor.
Distribution of the individual survey instrument to each constituent group within a
participating nursing home was presumed to be conducted in an efficacious manner. The
Administrator of each facility was to oversee the distribution process. Low return rates
by constituent groups associated with some participating nursing homes may be
indicative of a problem with this assumption with distribution. In addition, this study
assumed that each survey response was completed voluntarily by the respondent. Also,
the respondents used the self-addressed, self-stamped envelope provided to return a
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survey response to an unbiased third-party location. The time allotted for response may
have been too short to facilitate the distribution procedure and to acquire a better
response sample. Evaluation of this methodology is recommended for future research.
As a result of all these unresolved issues, the results of this study must be
generalized cautiously and within the limits of the data.
Conclusion
The present findings suggest that consumers cannot simply assume that advertised
quality-of-life initiatives will produce more positive outcomes than those facilities that do
not implement such initiatives. This is an important consumer issue, and consumers
should ask for compelling evidence of positive outcomes, especially if they are required
to pay more in these facilities. The Medicare Nursing Home Compare website is a public
reporting mechanism, helping consumers to make informed decisions (Stevenson, 2006).
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